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Transmission of Measles Among a Highly Vaccinated School Population — 
Anchorage, Alaska, 1998 


During August 10-November 23, 1998, 33 confirmed* measles cases were reported 
to the Anchorage Department of Health and Human Services and the Alaska Depart- 
ment of Health and Social Services (ADHSS). Of these, 26 cases were confirmed by 
positive rubeola IgM antibody test, and seven met the clinical case definition. This was 
the largest outbreak of measles in the United States since 1996 (1,2). This report sum- 
marizes results of the epidemiologic investigation conducted by ADHSS and under- 
scores the importance of second-dose requirements for measles vaccine. 

On August 10, a 4-year-old child (index case) visiting from Japan had rash onset of 
measles while in Anchorage (Figure 1). The child was hospitalized for 1 day, and mea- 
sles was diagnosed by positive rubeola IgM enzyme-linked immunosorbent assay. No 
measles virus cultures were obtained. No cases were reported during the following 
3 weeks, when secondary cases would have been expected. On September 5, 26 days 
after onset of the imported case, a 16-year-old high school student developed mea- 
sles, confirmed by IgM testing. Subsequently, 15 other students and one teacher at the 
same high school developed measles during September 14—October 4; 12 cases were 
laboratory confirmed. In addition, four laboratory-confirmed cases and two clinical 
cases occurred at six other Anchorage schools; one case-patient attended two schools 
while infectious (from 7 days before to 4 days after rash onset). Eight other confirmed 
cases occurred among young adults not associated with schools, and one case oc- 
curred in a 2-year-old child. 

The 33 case-patients ranged in age from 2 to 28 years (median: 16 years). Twenty- 
nine case-patients had received at least one dose of measles-containing vaccine 
(MCV) at or after age 12 months; one person with laboratory-confirmed measles had 
received two appropriately spaced doses of measles-mumps-rubella vaccine (MMR). 
No serious complications or deaths were reported. 

At the high school where the 17 cases occurred, based on school records, only one 
of 2186 students had not received at least one dose of MCV before the outbreak; 


*A confirmed case was laboratory confirmed or met the clinical case definition and was 
epidemiologically linked to a confirmed case. A clinical case was defined as an illness char- 
acterized by generalized rash lasting >3 days; temperature 2101 F (238.3 C); and either cough, 
coryza, or conjunctivitis. 
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FIGURE 1. Number of confirmed* measles cases, by date of rash onset, by 3-day 
interval — Anchorage, Alaska, August 10-November 23, 1998* 
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*A confirmed case was laboratory confirmed or met the clinical case definition and was 
epidemiologically linked to a confirmed case. A clinical case was defined as an illness char- 
acterized by generalized rash lasting >3 days; temperature 2101 F (238.3 C); and either cough, 
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1057 (49%) had received one dose of MCV, and 1112 (51%) had received two or more 
doses. Estimated vaccine efficacy for two or more doses of MCV was 100%. 

Sequence analysis was conducted on the region coding for the COOH terminus of 
the nucleoprotein for measles virus cultured from three outbreak cases. All three iso- 
lates had identical sequences and were classified as genotype D5 (3). This strain was 
almost identical to wild measles virus strains circulating in Japan in 1998 and was not 
related to the strain isolated from an outbreak in Juneau in 1996, the most recent 
isolate available from Alaska (4 ). 

Before 1996, all students attending public and private schools in Alaska were re- 
quired to have documentation of a single dose of MCV (or a valid medical or religious 
exemption). Beginning in September 1996, all students entering kindergarten or first 
grade were required to have two doses of MCV. As a result, school records indicate 
that virtually all students in kindergarten through third grade as of fall 1998 had re- 
ceived two doses of MMR. However, the proportion of students in grades 4-12 that 
had two doses was unknown. 

In response to the outbreak, ADHSS issued an emergency order requiring that all 
Anchorage schoolchildren have two doses of MCV by November 16, 1998 (Figure 1). 
Subsequently, the order was expanded to require all students in the state to have two 
doses of MCV by January 4, 1999. Students were vaccinated by their health-care 
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providers and at special clinics conducted in Anchorage schools. By November 17, 
98.6% of 49,346 Anchorage School District students had provided documentation of 
two doses of MCV to their schools. 

Reported by: B Chandler, MD, Dept of Health and Human Svcs, Municipality of Anchorage; 
Alaska State Virology Laboratory, Fairbanks; L Wood, MPA, E Funk, MD, M Beller, MD, J Mid- 
daugh, MD, State Epidemiologist, Alaska Dept of Health and Social Svcs. Measles Virus Section, 
Respiratory and Enteric Diseases Br, Div of Viral and Rickettsial Diseases, National Center for 
Infectious Diseases; Measles Elimination Activity, Child Vaccine Preventable Diseases Br, 
Epidemiology and Surveillance Div, National Immunization Program; Div of Applied Public 
Health Training, Epidemiology Program Office; and an EIS Officer, CDC. 

Editorial Note: The occurrence of this outbreak primarily in one school, despite the 
extremely high one-dose measles vaccine coverage, demonstrates the importance of 
school requirements for a second dose of MCV. MCV is highly effective; <5% of chil- 
dren who receive one dose fail to develop immunity. However, most children respond 
to a second dose, and >99% of persons aged >12 months receiving two or more doses 
at least 28 days apart develop immunity. 

The Advisory Committee on Immunization Practices and the American Academy of 
Pediatrics recommend that all students from grades kindergarten through 12 have 
two doses of MCV by 2001 (5,6). As of the 1998-99 school year, state school require- 
ments for two-dose measles vaccination have covered approximately 53% of U.S. 
schoolchildren (CDC, unpublished data, 1998). The vigorous response by public health 
and school officials in Anchorage to this outbreak in accelerating second-dose mea- 
sles vaccination among schoolchildren may have limited the extent of this outbreak 
and will help prevent future outbreaks in Alaska schools. 

Monitoring of viral genotypes is an important component of measles surveillance. 


Genotyping provided evidence that the Anchorage outbreak was due to importation 
from Japan; however, no specimens were obtained from the index case. This under- 
scores the importance of obtaining throat and urine specimens from suspected mea- 
sles cases immediately after rash onset. Although no endemic measles virus is 
circulating in the United States, outbreaks may continue to occur when imported mea- 
sles virus is introduced into a high-risk setting (e.g., schools with incomplete second- 
dose MCV coverage). 
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Preemptive State Tobacco-Control Laws — United States, 1982-1998 


Cigarette smoking is the leading preventable cause of death in the United States 
(1). Environmental and policy interventions, particularly tobacco-control laws and 
regulations, are an important means to prevent and reduce tobacco use (2). For this 
study, preemptive legislation was defined as legislation that prevents any local juris- 
diction from enacting restrictions that are more stringent than the state law or restric- 
tions that may vary from the state law. One of the national health objectives for 2000 
is to reduce to zero the number of states with preemptive smokefree indoor air laws 
(objective 3.25) (3); a proposed objective for 2010 is to reduce the number of states 
with any preemptive tobacco-control laws to zero. To document trends in preemptive 
tobacco-control legislation at the state level, CDC identified state preemptive provi- 
sions and their effective dates from June 1982 (the oldest provision currently in effect) 
to September 1998. This report summarizes the results of this analysis, which indicate 
an increase in the number of preemptive provisions from 1982 to 1996; no preemptive 
provisions in tobacco-control laws have been enacted since 1996. 

CDC gathered data about state tobacco-control laws from an online legal research 
database to monitor such laws in four primary areas: smokefree indoor air, minors’ 
access, marketing, and excise taxes. Data included the preemptive provisions of these 
laws. For this study, preemptive provisions are presented in three categories: smoke- 
free indoor air (applying to restrictions on government or private worksites or restau- 
rants), minors’ access (addressing restrictions on sales to youth, vending machines, 
or distribution), and marketing (including restrictions on tobacco product sampling, 
display, promotion, or labeling). A multistep process was used to identify the month 
and year the preemptive provisions of these laws took effect. The process included 
identifying the history of the law by finding the records of each state’s legislative ses- 
sion in a given year and analyzing the session laws to determine the effective date of 
the law’s provision. 

From 1982 through September 1998, 31 states incorporated preemptive provisions 
in their tobacco-control laws. Maine was the only state to repeal its preemptive provi- 
sion (on tobacco displays, product placement, and time of sale) during the study pe- 
riod. Some preemptive provisions are very narrow. For example, in New York, the 
state government has precedence over local government restrictions on the free dis- 
tribution of samples of tobacco products. Other provisions are broad. For example, in 
Tennessee, minors’ access laws preempt local legislation of all tobacco-control areas. 

The number of preemptive provisions included in state tobacco-control laws in- 
creased from 1982 through 1996 but has leveled off since 1996 (Figure 1). The results 
of a linear regression analyzing the number of preemptive provisions per law and the 
years they became effective indicated a significant increase in the number of provi- 
sions from 1993 through 1996. During the 1980s, nine states passed 11 preemptive 
laws covering 21 provisions. From 1993 to June 1996, 20 states passed 24 preemptive 
laws covering 82 different provisions. Since July 1996, no preemptive tobacco-control 
laws have been enacted. 

Eighteen states preempt at least one provision of smokefree indoor air restrictions 
(e.g., government worksites, private worksites, and restaurants); since 1985, 13 states 
have preempted smokefree indoor air laws in all three areas. Except in South Carolina, 
all preemptive laws that became effective since 1990 have covered all three areas. 
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FIGURE 1. Cumulative number of preemptive provisions in state tobacco-control 
laws, by year law became effective — United States, 1982-1998 
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Twenty-one states preempt at least one provision of minors’ access restrictions 
(e.g., sales to youths, vending machines, and distribution). Ten states preempt all 
three components of minors’ access laws. Of 21 states with provisions preempting 
local minors’ access laws, 76% became effective during July 1993-—July 1996. 

Seventeen states preempt localities from promulgating their own laws restricting 
the marketing of tobacco products. Three states (Illinois, Michigan, and West Virginia) 
specifically preempt restrictions on smokeless tobacco warning labels on billboards; 
all three of these preemptive provisions became effective during July 1987-Septem- 
ber 1988. Fourteen states preempt laws on tobacco display, promotion, or sampling; 
in 93% of these states, the preemptions became effective during January 1993-July 
1996. 

Reported by: Office on Smoking and Health, National Center for Chronic Disease Prevention 
and Health Promotion, CDC. 

Editorial Note: The findings in this report indicate that most states have preemptive 
tobacco-control laws. Of the 30 states with such laws, 18 have preemptive provisions 
for smokefree indoor air. As a result, achievement of the 2000 objective is unlikely. 

Tobacco-control policy occurs at the federal, state, and local level. Laws enacted by 
higher-level jurisdictions benefit the public health by implementing widespread stand- 
ards. Unless they contain preemptive provisions, legislation at higher levels set mini- 
mum requirements and allow the continued passage and enforcement of local 
ordinances that may establish a greater level of protection of public health (4-6). 
However, legislation that preempts lower-level action removes control from localities 
by preventing them from enacting more stringent laws or tailoring laws to address 
community-specific issues (4,6,7 ). In addition, preemptive laws deter debate over lo- 
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cal ordinances; such debate can educate the community about tobacco, potentially 
altering social norms about tobacco use (8). Preemptive state laws also can be a bar- 
rier to local enforcement because communities not involved in the decision-making 
process may be less compliant (9). 

A 1991 Smokeless Tobacco Council memorandum outlines a strategy to oppose 
local ordinances and advance statewide antitobacco bills that contain preemption 
clauses (4). In addition, a Tobacco Institute priority for 1993 was to “encourage and 
support statewide legislation preempting local laws, including smoking, advertising, 
sales, and vending restrictions” (10). A potential reason for this strategy is the pas- 
sage of strong tobacco-control laws at the local level and the logistical difficulties of 
the tobacco industry to devote resources toward multiple local jurisdictions (4,7 ). 

One limitation of this report is that legislative language is subject to interpretation. 
Although a law may have been considered preemptive by the definition used in this 
study, it may not have been implemented as preemptive in a particular state. 

Nevertheless, during 1993-1996, the number of tobacco-control laws with preemp- 
tive provisions increased significantly. The 1992 federal Synar Amendment, which re- 
quired states to enact and enforce minors’ access laws, resulted in the passage of new 
laws (many of which included preemptive provisions) in several states. This, coupled 
with the Tobacco Institute’s 1993 stated priority to promote tobacco-control laws with 
preemptive provisions, may have contributed to this increase. However, since 1996, 
no preemptive tobacco-control laws have been passed, possibly because of an in- 
creased community awareness of the potential harmful effects of preemption and a 
shift in industry priorities from state to federal restrictions and ongoing litigation. 

The importance of laws and policies as a component of comprehensive tobacco- 
control interventions has resulted in their inclusion in surveillance efforts. CDC will 
continue to monitor progress toward achieving national health objectives for 2000 to 
reduce tobacco-related morbidity and mortality. 
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Decrease in AIDS-Related Mortality in a State Correctional System — 
New York, 1995-1998 


The New York State Department of Correctional Services (NYSDOCS) administers 
one of the largest prison systerns in the United States, with a population of approxi- 
mately 70,000 inmates; in 1995, blinded seroprevalence studies indicated that an esti- 
mated 9500 inmates were infected with human immunodeficiency virus (HIV) (7). This 
report summarizes an analysis of death records of inmates, which indicate a substan- 
tial reduction in the acquired immunodeficiency syndrome (AIDS)-related deaths from 
1995 through 1998 and describes the programs that may have contributed to this de- 
cline. 

Cause of death was determined by comparison of death and autopsy reports by an 
analyst in New York and was confirmed by a second analyst. The first AIDS-related 
deaths occurred in the NYSDOCS prison system in 1981 (Table 1). Although the num- 
ber of AIDS-related deaths continued to increase until 1995, most of the increase after 
1985 reflected increases in the size of the prison population; the AlDS-related death 
rate was relatively stable. During the early 1990s, approximately two thirds of deaths 
occurring among inmates were AIDS-related. From 1990 through 1995, AIDS-related 
death rates averaged 36.4 per 10,000 inmates (range: 32.5—40.7). This rate declined to 
26.3 per 10,000 inmates in 1996 and 8.6 per 10,000 inmates in 1997 (the first year since 


TABLE 1. Prison population, prevalence of AIDS, and AIDS-related deaths and death 
rate — New York State Department of Correctional Services, 1981-1997 





Prison Prevalence AIDS-related AIDS-related 
Year population* of AIDS* deaths death rate’ 


1981 23,563 
1982 26,721 
1983 29,838 
1984 32,630 
1985 34,483 
1986 36,670 
1987 39,829 
1988 42,293 
1989 48,010 
1990 53,806 177.9 
1991 56,292 166.5 
1992 60,121 215.1 
1993 63,489 230.3 
1994 65,676 236.3 
1995 68,164 223.6 
1996 68,744 217.9 
1997 69,786 216.1 
19981 69,835 219.4 


* Average daily population for the interval. 

TAIDS cases are calculated on a specified day each month and are averaged for the interval. 
Period prevalence is reported per 10,000 inmates and is calculated as ([the number of AIDS 
cases during the interval divided by the prison population] multiplied by 10,000). Information 
on the number of AIDS cases was not collected before 1990. 

$Per 10,000 inmates. 

Through November 1998. The number of AlDS-related deaths is the actual number of deaths 
through November. The AIDS-related death rate is annualized. 
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1988 that AIDS was not the major cause of deaths in the NYSDOCS system). Based on 
data from January—November 1998, the projected annualized AIDS-related death rate 
for 1998 decreased to 6.1 per 10,000 inmates. 

During 1993-June 1998, the annual death rate in the NYSDOCS system from 

causes other than AIDS has remained stable at an average of 22.4 per 10,000 inmates 
(range: 20.3-24.2). The number of inmates who met the statutory medical require- 
ments (terminal illness and significant disability) for a medical parole related to 
HIV/AIDS has declined from 55 in 1995 to 32 in 1996, 13 in 1997, and seven in 1998. 
Reported by: LN Wright, MD, New York State Dept of Correctional Svcs; PF Smith, MD, New 
York State Dept of Health. Div of HIV/AIDS Prevention-Surveillance and Epidemiology, National 
Center for HIV, STD, and TB Prevention, CDC. 
Editorial Note: As of December 31, 1995, 24,226 HIV-infected persons were incarcer- 
ated in state and federal prisons, corresponding to 2.3% of the state and federal prison 
population in the United States (7); 21% of these persons had a confirmed AIDS diag- 
nosis. During 1991-1995, AIDS caused approximately one third of all deaths in U.S. 
prisons (7). 

The decline in the AIDS-related deaths observed in the NYSDOCS is similar to that 
reported for the entire United States during the same time period (2) and corresponds 
to advancements in treatment of HIV infection (3-7 ). The finding that death rates for 
causes other than AIDS were stable suggests that increases in deaths from other 
causes in HIV-infected persons is not responsible for the decline in AIDS-related mor- 
tality. The decrease in the number of inmates granted medical parole related to 
HIV/AIDS suggests that severe HIV-related morbidity also has declined. 

In 1983, the NYSDOCS opened the first in-house medical unit for treatment of pris- 
oners with AIDS at Sing Sing Correctional Facility. The decrease in death rates ob- 
served since 1995 followed system-wide efforts in the 70 state prisons to standardize 
HIV care and to assure that antiretroviral medications and chemoprophylaxis of op- 
portunistic infections are available throughout the system. These efforts included 1) in 
1996, establishment of an HIV Treatment Guidelines work group in collaboration with 
the New York State Department of Health AIDS Institute to develop HIV treatment 
guidelines and regularly update them to be consistent with nationally recognized best 
practices; 2) in 1996, initiation of a quarterly live satellite videoconference series in 
collaboration with Albany Medical Center's Division of HIV Medicine and the New York 
State STD/HIV Prevention and Training Centers on “Management of HIV/AIDS in the 
Correctional Setting”; 3) in 1996, development of medical record flow sheets to moni- 
tor care being given to HIV-infected prisoners; and 4) in 1997, identification through 
the NYSDOCS pharmacy system of cases of apparently inappropriate care (e.g., 
monotherapy with protease inhibitors) and notification of other health-care team 
members for appropriate review and action. 

Proper adherence to antiretroviral medications is essential to avoid development of 
resistant strains of HIV, but adherence to multidose treatment schedules with exacting 
requirements for dose-associated fasting or food may be more difficult in prison. 
Close supervision and intensive patient education is required to assure that prisoner 
patients understand how to take the medications correctly. Self-administration of 
medications and directly observed therapy can help resolve some of these issues. 

Confidentiality may be more difficult to maintain in a corrections system than it is 
in other health facilities and may lead some inmates to refuse HIV testing, thus delay- 
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ng effective HIV treatment. Another challenge is the frequent transfer of inmates from 
one prison to another, resulting in frequent changes of primary and specialty provid- 
ers. Standardization and coordination of treatment across prisons is necessary to en- 
sure optimal care. 

One important limitation of the findings of this report is that the precise reason for 
the decline in AlDS-related deaths in NYSDOCS cannot be determined. The effect at- 
tributable to the systematic changes in education and management within the prison 
system cannot be differentiated from the advances in treatment. Nevertheless, the 
decline in death rates is associated with the timing of both of these events. 

The findings of this report indicate that substantial decreases in AlDS-related 
deaths are possible in prisons that implement systems to provide up-to-date treat- 
ment of HIV infection. Health-care provider training, treatment protocols, and patient 
education programs that are consistent throughout the prison system can be provided 
-o address the challenges of caring for HIV-infected patients in prisons. 
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Update: Multistate Outbreak of Listeriosis — United States, 1998-1999 


From early August 1998 through January 6, 1999, at least 50 illnesses caused by a 
rare strain of the bacterium Listeria monocytogenes, serotype 4b, have been reported 
to CDC by 11 states. Six adults have died and two pregnant women have had sponta- 
neous abortions. Reported illness onset dates were during August 2-December 13, 
1998. CDC and state and local health departments have identified the vehicle for trans- 
mission as hot dogs and possibly deli meats produced under many brand names by 
one manufacturer. This report updates the investigation of this outbreak (7). 

On December 22, the manufacturer, Bil Mar Foods, voluntarily recalled specific pro- 
duction lots of hot dogs and deli meats that might be contaminated. CDC later isolated 
the outbreak strain of L. monocytogenes from an opened and a previously unopened 
package of hot dogs manufactured at the company’s plant in Zeeland, Michigan. In 
addition, a different strain of L. monocytogenes was isolated from unopened pack- 
ages of deli meats produced at the same plant. 
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Recalled products bear the establishment numbers EST P261 or EST 6911. The es- 
tablishment number appears on the outer edge of all packages. The affected products 
included hot dogs and deli meats with the brand names Ball Park, Bil Mar, Bryan Bun- 
size, Bryan 3-lb Club Pack, Grillmaster, Hygrade, Mr. Turkey, Sara Lee Deli Meat, and 
Sara Lee Home Roast brands. Institutions may have received recalled product under 
other brand names. Packages for the above brand names that carry other estab- 
lishment numbers are not affected by the recall. Other Sara Lee products that are not 
meat also are not affected. 

Reported by: Ohio Dept of Health. New York State Dept of Health; Food Safety Laboratory, 
Cornell Univ, New York City Dept of Health. Tennessee Dept of Health. Massachusetts Dept of 
Public Health. West Virginia Dept of Health and Human Resources. Michigan Dept of Community 
Health. Connecticut Dept of Public Health. Health Div, Oregon Dept of Human Resources. 
Vermont Dept of Health. Div of Public Health, Georgia Dept of Human Resources. Minnesota 
Dept of Community Health. Foodborne and Diarrheai Diseases Br, Div of Bacterial and Mycotic 
Diseases, National Center for infectious Diseases; and EIS officers, CDC. 

Editorial Note: Healthy persons rarely develop severe illness from Listeria. The illness 
primarily occurs in pregnant women, newborns, and persons with impaired immunity 
caused by serious illness, such as acquired immunodeficiency syndrome or cancer. 
Listeria infections during pregnancy may cause an influenza-like illness with fever 
and chills, and may lead to loss of the fetus. In other persons, early symptoms can 
include fever, severe headache, and stiff neck. Illness can begin 2-8 weeks after eating 
the contaminated food. 

Consumers who have the affected product,should not eat it, but rather should dis- 
card it or return it to the point of purchase. The risk for developing Listeria infection 
after eating a contaminated product is low. Persons who have eaten a contaminated 
product and do not have any symptoms do not need any special medical evaluation or 
treatment, even if they are in high-risk groups. However, persons in high-risk groups 
who have eaten the contaminated product, and within 2 months become ill with fever 
or influenza-like illness, should inform their physicians about this exposure. Because 
of this long incubation period, cases may continue to occur and be reported for sev- 
eral weeks after an effective recall. 

Consumers who have questions about the recall or the products involved should 
contact Bil Mar Foods, telephone (800) 247-8339. Persons who have questions about 
Listeria should call their physicians or their local or state health departments or visit 
CDC’s World-Wide Web site, http:/Awww.cdc.gov/ncidod/diseases/foodborn/lister.htm. 
General questions about meat handling should be directed to the U.S. Department of 
Agriculture’s Meat and Poultry Hotline, telephone (800) 535-4555, Monday through Fri- 
day from 10 a.m. to 4 p.m. eastern time. 
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FIGURE I. Selected notifiable disease reports, comparison of provisional 4-week totals 
ending December 26, 1998, with historical data — United States 
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Hepatitis A 1,105 
Hepatitis B 438 
Hepatitis, C/Non-A, Non-B 115 
Legionellosis 69 
Measles, Total 6 
Meningococcal Infections 145 
Mumps 20 
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*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 


subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending December 26, 1998 (51st Week) 





Cum. 1998 | Cum. 1998 


Anthrax - Plague 
Brucellosis 61 Poliomyelitis, paralytic 
Cholera 12 Psittacosis 
Congenital rubella syndrome 6 Rabies, human 
Cryptosporidiosis* 3,068 Rocky Mountain spotted fever (RMSF) 
Diphtheria Streptococcal disease, invasive Group A 
Encephalitis: California* Streptococcal toxic-shock syndrome* 
eastern equine” Syphilis, congenital’ 
St. Louis* Tetanus 
western equine* - Toxic-shock syndrome 
Hansen Disease Trichinosis 
Hantavirus pulmonary syndrome*' Typhoid fever 
Hemolytic uremic syndrome, post-diarrheal* Yellow fever 
HIV infection, pediatric** 

















-no reported cases 
*Not notifiable in all states. 
Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for infectious Diseases (NCID). 
* Updated monthly from reports to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology, National Center for 
HIV, STD, and TB Prevention (NCHSTP), last update November 29, 1998. 
tT Updated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending December 26, 1998, and December 20, 1997 (51st Week) 


Escherichia 
coli O157:H7 Hepatitis 
Chlamydia PHLIS* C/NA.NB 
Cum. Cum. Cum. . Cum. . Cum. Cum. 
Reporting Area 1997 1998 | 1997 1998 1998 1997 


UNITED STATES 55,074 548,138 461,757 1,883 ‘ ¢ 4,781 3,400 


NEW ENGLAND , 17,865 17,773 260 
Maine 1,008 1,025 - 
N.H. 914 795 
Vt 409 415 
Mass 8,126 7,229 
R.i 2,271 2,005 
Conn , 5,137 6,304 
MID. ATLANTIC . 66,815 56,034 
Upstate N.Y. P . N N 
N.Y. City . 33,207 26,833 
N.J 212 11,268 10,046 
Pa . 22,340 19,155 
E.N. CENTRAL , ‘ 87,742 63,345 
Ohio 25,079 21,991 
Ind 4,656 9,287 
wt ‘ ° 26,569 U 
Mich 21,405 21,082 
Wis 10,033 10,985 
W.N. CENTRAL \ 30,557 32,641 
6,371 6,584 
2,063 4,612 
12,080 11,872 
849 868 
1,552 1,397 
2,684 2,681 
4,958 4,627 


111,684 92,626 
2,493 76 
































7,234 7,318 
N N 


13,090 11,403 
2,491 2,854 
21,482 17,108 
17,493 12,279 
22,749 15,749 
24,652 25,839 
37,363 4,633 
6,083 6,153 
13,187 12,348 
10,060 8,467 
8,033 
W.S. CENTRAL / 75,991 
Ark 3,904 
La y 14,770 
Okla. 8,749 
Tex / ' 48,568 
MOUNTAIN ' 32,211 
Mont 
idaho 
Wyo 
Colo 
N. Mex 
Ariz 
Utah 
Nev. 


PACIFIC q ' 16,497 
Wash / I J 1,876 
Oreg . 725 


Calif . ; / 13,035 
Alaska 369 


Hawaii 492 


277 

: Y 526 
VA. 94 U 
Amer. Samoa . - U 
C.N.M.1 23 
N: Not notifiable U: Unavailable -: NO reported cases C.N.M.1.: Commonwealth of Norther Mariana islands 

*Updated monthly from reports to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology, National Center for HIV, STD, 
and TB Prevention, last update November 29, 1998. 

"National Electronic Telecommunications System for Surveillance. 

Public Health Laboratory Information System. 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 


weeks ending December 26, 1998, and December 20, 1997 (51st Week) 





Legionellosis 


Lyme 
Disease 


Syphilis 
(Primary & S dary) 


Tish 


Malaria 





Rabies, 
Animal 





Cum. 
1997 


Cum. 


Reporting Area 1998 








Cum. Cum. 
1998 1997 





Cum. 
1997 


Cum. 
1998 


Cur. 
1997 


Cum. 
1998° 





Cum. 
1998 





Cum. 
1997 





Cum. 
1998 





UNITED STATES 1,306 
NEW ENGLAND 84 


1,062 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 

Ind 

i 

Mich. 

Wis. 


W.N 
Minn. 
lowa 
Mo 

N. Dat 
S. Dak. 
Nebr. 
Kans. 


S. ATLANTIC 


CENTRAL 


E.S. CENTRAL 
Ky 

Tenn. 

Ala. 

Miss. 


W.S. CENTRAL 
Ark. 


La 
Okla. 
Tex 


MOUNTAIN 
Mont. 
Idaho 

Wyo. 

Colo. 

N. Mex. 
Ariz. 

Utah 

Nev. 


PACIFIC 
Wash 
Oreg. 
Calif. 
Alaska 
Hawaii 


U U 
U U 


Amer. Samoa 
C.N.M.1. 


12,529 11,906 


2,945 
12 
37 
8 
290 
400 
198 
992 
933 

175 
902 


U 
U 


1,361 6,912 8,251 


74 134 


14,572 


462 
11 
4 

4 

271 
56 

106 


2,936 
374 
1,445 
621 
496 
302 
90 
157 
649 
360 
46 


17,340 


7,018 
1,415 





N: Not notifiable U: Unavailable 


-: NO reported cases 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable by vaccination, 
United States, weeks ending December 26, 1998, 
and December 20, 1997 (51st Week) 


H. influenzae, Hepatitis (Viral), by type Measles (Rubeola) 
invasive A B Indigenous ported’ Total 
Cum. Curn. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area | 1998° 1997 1998 1997 1998 1997 [1998] 1998 1998 


UNITED STATES 1,004 1,057 21,618 27,682 8,471 9,241 1 68 - 94 


NEW ENGLAND 68 179 - 1 - 3 
Maine 4 6 - - - - 
N.H 17 
vt 11 
Mass 2 76 
RI 6 16 
Conn 53 
MID. ATLANTIC ; 1,334 
Upstate N.Y. 313 
N.Y. City 450 
N.J 

Pa 

E.N. CENTRAL 

Ohio 

ind 

Wi 

Mich 

Wis 

W.N. CENTRAL 

Minn 



































- 


~ 
~ -O-W- oo, 


S. ATLANTIC 
Del 

Md 

D.C 

Va. 


Fla 


E.S. CENTRAL 
Ky. 

Tenn 

Ala 

Miss 


W.S. CENTRAL 
Ark 


MOUNTAIN 
Mont 

idaho 

Wyo 

Colo. 

N. Mex. 
Ariz. 

Utah 

Nev. 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


2 

359 

U 

Amer. Samoa U U 
A. - 


C.N.M 6 1 53 


N: Not notifiable U: Unavailable -: NO reported cases 


Of 226 cases among children aged <5 years, serotype was reported for 126 and of those, 48 were type b. 
For imported measles, cases include only those resulting from importation from other countries. 





. 
t 
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TABLE Ill. (Cont’d.) Provisional cases of selected notifiable diseases preventable 


by vaccination, United States, weeks ending December 26, 1998, 
and December 20, 1997 (51st Week) 





Reporting Area 


Meningococcal 
Disease 


Mumps 


Pertussis 


Rubella 








Cum. 


Cum. 
1997 


1998 


Cum. 





1998 | 1998 


Cum. 
1997 





1s86_| 


Cum. 
1998 


Cum. 
1997 





1998 


Cum. 
1998 


| 





UNITED STATES 
NEW ENGLAND 


MID. ATLAK TiC 
Upstate N.Y 


E.N. CENTRAL 
Ohio 

Ind. 

Wh 

Mich 

Wis. 


W.N. CENTRAL 
Minn. 


S. ATLANTIC 
Del 


Md 
D.C 


E.S. CENTRAL 
y 


Tenn. 
Ala. 
Miss. 


W.S. CENTRAL 
Ark. 


La 
Okla 
Tex 


MOUNTAIN 
Mont 
Idaho 
Wyo. 
Colo 

N. Mex 
Ariz 
Utah 
Nev. 
PACIFIC 
Wash. 
Oreg. 
Calif 
Alaska 
Hawai 


Vi. 


Amer. Samoa 
C.N.M 1. 


2,585 
110 
7 


3,077 
195 
19 
15 


5 601 
8 


3S. 


~ Ww 


OOnNn—-@D NNW, 


U 
U 
U 


U 


N 
~N Ww 
&z2°8 MOQ ZwWee, 


= 
N 
ug 


eCCcne 


6,170 


946 
5 
127 
77 
675 
16 


5,770 


1,036 
25 
133 
263 
564 
17 


345 
38 





N: Not notifiable 


U: Unavailable 


-: NO reported cases 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
December 26, 1998 (51st Week) 


All Causes, By Age (Years) 





Pad’ All Causes, By Age (Years) 
Total] Reporting Area 


v 
£ 








Reporting Area 


2 
& 











7-44] 1-24 | <1 











NEW ENGLAND 
Boston, Mass. 
Bridgeport, Conn 
Cambridge, Mass 
Fall River, Mass 
Hartford, Conn 
Lowell, Mass. 
Lynn, Mass 

New Bedford, Mass 
New Haven, Conn 
Providence, R.1 
Somerville, Mass 
Springfield, Mass 
Waterbury, Conn 
Worcester, Mass. 


MID. ATLANTIC 
Albany, N.Y. 
Allentown, Pa 10 
Buffalo, N.Y. 

Camden, N.J 
Elizabeth, N.J 

Erie, Pa 

Jersey City, N.J 

New York City, N.Y. 1 
Newark, N.J 

Paterson, N.J 
Philadelphia, Pa 
Pittsburgh, Pa. 
Reading, Pa 
Rochester, N.Y. 
Schenectady, N.Y. 
Scranton, Pa 
Syracuse, N.Y. 
Trenton, N.J 

Utica, N.Y. 

Yonkers, N.Y. 


E.N. CENTRAL 
Akron, Ohio 
Canton, Ohio 
Chicago, Ill 
Cincinnati, Ohio 
Cleveland, Ohio 
Columbus, Ohio 
Dayton, Ohio 
Detroit, Mich 
Evansville, ind 
Fort Wayne, Ind. 
Gary, Ind 

Grand Rapids, Mich. 
Indianapolis, ind 
Lansing, Mich 
Milwaukee, Wis. 
Peoria, Il! 
Rockford, Ili. 
South Bend, ind. 
Toledo, Ohio 
Youngstown, Ohio 


W.N. CENTRAL 
Des Moines, lowa 
Duluth, Minn 
Kansas City, Kans. 
Kansas City, Mo. 
Lincoln, Nebr 
Minneapolis, Minn. 
Omaha, Nebr. 

St. Louis, Mo. 

St. Paul, Minn. 
Wichita, Kans. 


2,425 
45 


cB x 


— an 
Wek OUWIOWOe 


~enNne 


2 


> 
~©8 Name ww, 


NOKNWNNION—-O@W, Wh, 


~ 
~— WN - 
CON -NONN— — 


w 
CH @pWWeHNe HOW, 


NODWOAW-Ne, 


~~" 


WN nw, NC 


5 ~heNe, NO, 


-* 
-N, @@nN@, wC 





S. ATLANTIC 
Atlanta, Ga 
Baltimore, Md. 
Charlotte, N.C. 
Jacksonville, Fia. 
Miami, Fla 
Norfolk, Va 
Richmond, Va. 
Savannah, Ga. 
St. Petersburg, Fla 
Tampa, Fia. 
Washington, D.C. 
Wilmington, Del. 


E.S. CENTRAL 
Birmingham, Ala. 
Chattanooga, Tenn 
Knoxville, Tenn 
Lexington, Ky 
Memphis, Tenn 
Mobile, Ala 
Montgomery, Ala 
Nashville, Tenn 


W.S. CENTRAL 
Austin, Tex 
Baton Rouge, La 
Corpus Christi, Tex 
Dallas, Tex. 

El Paso, Tex 

Ft. Worth, Tex 
Houston, Tex 
Little Rock, Ark. 
New Orleans, La 
San Antonio, Tex. 
Shreveport, La 
Tulsa, Okla 


MOUNTAIN 
Albuquerque, N.M 
Boise, idaho 

Colo. Springs, Colo 
Denver, Colo. 

Las Vegas, Nev 
Ogden, Utah 
Phoenix, Ariz 
Pueblo, Colo. 

Salt Lake City, Utah 
Tucson, Ariz. 


PACIFIC 

Berkeley, Calif 
Fresno, Calif. 
Glendale, Calif. 
Honolulu, Hawaii 
Long Beach, Calif. 
Los Angeles, Calif. 
Pasadena, Calif. 
Portland, Oreg. 
Sacramento, Bait 
San Diego, Calif. 
San Francisco, Calif. 
San Jose, Calif. 
Santa Cruz, Calif 
Seattle, Wash 
Spokane, Wash. 
Tacoma, Wash. 


TOTAL 


9,404" 6,545 1,804 


~ 
_ 
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U: Unavailable - no mn, ted cases 
*Mortality data in this tab'e are voluntarily reported from 122 cities in the United States, most of which have populations of 100,000 or 


a. . death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 
included. 


;Preumonia and influenza. 
Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete 
counts will be available in 4 to 6 weeks. 

‘Total includes unknown ages. 
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FIGURE I. Selected notifiable disease reports, comparison of provisional 4-week totals 
ending January 2, 1999, with historical data — United States 


DISEASE DECREASE wenease “ASRS CoN 


Hepatitis A 1,149 

Hepatitis B 436 

Hepatitis, C/Non-A, Non-B 130 
Legionellosis 56 

Measles, Total 6 
Meningococcal Infections 140 
Mumps 16 

Pertussis 350 


Rubella 


f 





0.25 0.5 


Ratio (Log Scale)* 


f Beyond Historical Limits 


*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending January 2, 1999 (52nd Week) 





Cum. 1998 |_Cum. 1998 


Anthrax - Plague 
Brucellosis 62 Poliomyelitis, paralytic 
Cholera 12 Psittacosis 
Congenital rubelia syndrome 6 Rabies, human 
Cryptosporidiosis* 3,111 Rocky Mountain spotted fever (RMSF) 
Diphtheria Streptococcal disease, invasive Group A 
Encephalitis: California*® Streptococcal toxic-shock syndrome* 
eastern equine* Syphilis, congenital! 
St. Louis* Tetanus 
western equine* - Toxic-shock syndrome 
Hansen Disease Trichinosis 
Hantavirus pulmonary syndrome*' Typhoid fever 
Hemolytic uremic syndrome, post-diarrheal* Yellow fever 
HIV infection, pediatric*® 

















-=no reported cases 

*Not notifiable in all states. 
Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for infectious Diseases (NCID). 
Updated monthly from reports to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology, National Center for 
HIV, STD, and TB Prevention (NCHSTP), last update December 27, 1998. 

1 Updated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending January 2, 1999, and December 27, 1997 (52nd Week) 





Reporting Area 


AIDS 


Chlamydia 


Escherichia 
coli O157:H7 





NETSS' | PHLIS* 


Gonorrhea 


Hepatitis 
C/NA.NB 








Cum. | 
1998° 


Cum. 
1997 





Cum. 
1998 


Cum. 
1997 





Cum. Cum. 
1998 1998 1998 


Cum. 








Cum. 
1997 





Cum. Cum. 
1998 





UNITED STATES 


NEW ENGLAND 
Maine 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

N.J 

Pa 

E.N. CENTRAL 
Ohio 


W.N. CENTRAL 
Minn 


S. Dak 
Nebr. 
Kans 


S. ATLANTIC 


Md 
D.C. 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 

W.S. CENTRAL 
Ark 

La 

Okla. 

Tex 
MOUNTAIN 
Mont 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


46,311 
1,811 
3 


42 

20 

924 
128 
666 
12,588 
1,581 
7,133 


32 


209 
645 
139 
258 


6,489 
44) 
204 

5,654 

29 
161 


2 
1,711 
3% 


57,953 


593,097 


18,415 
1,064 
914 
414 
8,403 
2,308 
5,312 


80,604 
N 


33,207 
11,348 
36,049 


89,609 
25,562 

4,656 
27,089 
22,156 
10,146 


3,933 
6,371 
2,063 

12,325 

849 
1,579 
2,788 
4,958 


113,842 
2,608 
7,234 


N 
13,098 
2,533 
22,095 
18,312 
22,966 
24,996 


37 832 
6,083 
13,656 
10,060 
8,033 


76,668 
4,053 
14,770 
9,277 
48,568 


32,829 
1,330 
2,019 

626 
8,922 
4,179 

10,513 
2,210 
3,030 


112,365 
11,029 
6,074 
91,140 
1,870 
2,252 
201 

U 

N 

U 

N 


467,637 


18,018 
1,044 
809 
422 
7,300 
2,036 
6,377 


56,840 
N 


27,123 
10,175 
19,542 


64,315 
22,543 
9,487 
U 
21,123 
11,162 


33,197 


1,646 

634 
7,529 
3,928 


1,729 


9,380 


1,561 


U 
N 
U 
N 


2,939 1,969 345,087 
281 5,276 
67 


47 87 
18 37 
159 2,276 
1 432 
56 2,377 


73 46,504 
- 6,682 
12 14,973 
51 7,634 
10 17,215 
346 64,618 
73 16,688 
54 5,157 
61 21,997 
70 16,359 
88 4417 
402 
212 
59 
64 
15 
38 


14 
158 


5,182 
24,881 
8,930 
50 


181 

29 
2,286 
1,011 
3,826 
236 
1,311 
26,703 
1,960 
902 
23,063 
332 
446 

24 

370 

U 


U 
28 


295,380 
5,862 
66 


16,719 
1,911 
735 
13,200 
371 
502 


27 
526 


1997 
4,840 3,543 
112 


105 
3 





N: Not notifiable U: Unavailable - NO reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 

*Updated monthly from reports to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology, National Center for HIV, STD, 
and TB Prevention, last update December 27, 1998. 

"National Electronic Telecommunications System for Surveillance. 

Public Health Laboratory Information System. 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending January 2, 1999, and December 27, 1997 (52nd Week) 





Lyme 


Legionellosis Disease 


Malaria 


Syphilis 


Tush 





(Primary & S dary) 


Rabies, 
Animal 





Cum. 
1997 


Cum. 


Reporting Area 1997 








Cum. Cum. 
1998 1998 





Cum. 


Cum. 
1998 1997 





Cum. 
1997 


Cum. 
1998 





Cum. 
1998° 


Cum. 
1997 





Cum. 
1998 





UNITED STATES 1,327 1,102 
NEW ENGLAND 84 87 
1 


14,646 12,289 


2,961 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

N.J. 

Pa 


E.N. CENTRAL 
Ohio 
Ind 
iT) 
Mich 
Wis. 
W.N 
Minn 
lowa 
Mo 
N. Dai 
S. Dak. 
Nebr. 
Kans. 


S. ATLANTIC 


CENTRAL 


W.S. CENTRAL 
Ark. 

La. 

Okla. 

Tex 


MOUNTAIN 
Mont 
idaho 
Wyo 
Colo. 

N. Mex. 
Ariz 
Utah 
Nev. 
PACIFIC 
Wash. 
Oreg. 
Calif. 
Alaska 
Hawai 


U 
U 


Amer. Samoa 


Vi U 
U 
C.N.M.I. : 


1,381 1877 


aD = 
1 @eWB eo 


7,183 8,323 
7 136 


14,756 


17,897 


7,084 
1,423 





N: Not notifiable U: Unavailable 


-: No reported cases 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable by vaccination, 
United States, weeks ending January 2, 1999, 
and December 27, 1997 (52nd Week) 


H. influenzae, Hepatitis (Viral), by type Measies (Rubeola) 
invasive A B Indigenous imported’ Total 

Cum. Cum. Cum. Cum. Cum Cum. Cum. Cum. Cum. 

Reporting Area 1998° 1997 1998 1997 1998 1998; 1998 1998 1998 1997 

UNITED STATES 1,023 1,091 22,028 28,305 8,651 89 135 

NEW ENGLAND 69 272 187 3 19 

Maine 5 20 5 - 1 

N.H 15 20 

vt 16 6 

Mass é 106 2 60 

RJ 17 68 

Conn 98 28 

MID. ATLANTIC ! 1,450 1,088 

Upstate N.Y 361 288 

N.Y. City 368 D 271 

NJ 333 192 

Pa 388 

E.N. CENTRAL 3,762 

Ohio 398 

ind 339 

it 711 

Mich 141 

Wis 173 


W.N. CENTRAL 



































131 


S. ATLANTIC 
Del 
Ma 
D.C 


Pom wo 
SRN 2 oo 
OS5 @Fi3s 


YQ 


MOUNTAIN 
Mont 
idaho 
Wyo 
Colo 

N. Mex 
Ariz 
Utah 
Nev. 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


R. 359 

VL. 

Amer. Samoa U 

C.N.M.1. - 6 53 47 

N: Not notifiable U: Unavailable -: NO reported cases 

*Of 228 cases among children aged <5 years, Serotype was reported for 126 and of those, 48 were type b. 
For imported measies, cases include only those resulting from importation from other countries. 
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TABLE Ill. (Cont’d.) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending January 2, 1999, 
and December 27, 1997 (52nd Week) 





Meningococcal 


Disease 


Mumps 


Pertussis 


Rubella 





Cum. Cum. 


Cum. 


Cum. 


Cum. 


Cum. 


Cum. 


Reporting Area 








1998 1997 1998 1998 





1998 | 1998 | 


rss6_| 


1997 1997 1998 








UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

Ri 

Conn 


MID. ATLANTIC 
Upstate N.Y. 


E.N. CENTRAL 
Ohio 

ind 

il. 

Mich 

Wis 


W.N. CENTRAL 


E.S. CENTRAL 
Ky. 


Tenn. 
Ala. 
Miss. 


W.S. CENTRAL 
Ark. 


La. 
Okla. 
Tex. 
MOUNTAIN 
Mont. 
idaho 
Wyo. 
Colo. 
N. Mex 
Ariz. 
Utah 
Nev. 


PACIFIC 
Wash 
Oreg 
Calif. 
Alaska 
Hawaii 


Vi. 
Amer. Samoa 
C.N.M.I 


2,633 3,170 2 606 

115 201 - 8 

8 19 . . 
7 


651 
12 


6,279 


957 
: . 5 
1 127 
‘ 77 

686 
16 

46 


5,957 345 


=" 
N,. WW, OF a2Nwaw, 





N: Not notifiable 


U: Unavailable -: NO reported cases 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
January 2, 1999 (52nd Week) 


January 8, 1999 





All Causes, By Age (Years) 





Reporting Area 





All 
Ages 
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NEW ENGLAND 
n, Mass 


Bridgeport 


Bost 
Sonn 
Cambridge, Mass 
Fall River, Mass 
Hartford, Conn 
Lowell, Mass 
Lynn, Mass 

New Bedford, Mass 
New Haven nn 
Providence, R 
Mass 
springfield, Mass 
Waterbury, C 
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Worcester 


merville 


Mass 
MID. ATLANTK 


New York City, N.Y. 
Newark, N.J 
Paterson, N.J 
Philadelphia, Pa 
Pittsburgh, Pa.$ 
Reading, Pa 
Rochester, N.Y. 
Schenectady, N.Y. 


E.N. CENTRAL 
Akron, Ohio 
Canton, Ohio 
Chicago, Ill 
Cincinnati, Ohio 
Cleveland, Ohio 
Columbus, Ohio 
Dayton, Ohio 
Detroit, Mich 
Evansville, ind 
Fort Wayne, ind 
Gary, ind 

Grand Rapids, Mich 
indianapolis, Ind 
Lansing, Mich 
Milwaukee, Wis 
Peoria, Ill 
Rockford, lil 

South Bend, Ind 
Toledo, Ohio 
Youngstown, Ohio 


W.N. CENTRAL 
Des Moines, lowa 
Duluth, Minn 
Kansas City, Kans. 
Kansas City, Mo 
Lincoln, Nebr 
Minneapolis, Minn 
Omaha, Nebr 

St. Louis, Mo 

St. Paul, Minn 
Wichita, Kans. 
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11 
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31 
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S. ATLANTIC 
Atlanta, Ga 
Baltimore, Md 
Charlotte, N.C 
Jacksonville, Fla 
Miami, Fla 
Norfolk, Va 
Richmond, Va 
Savannah, Ga 
St. Petersburg, Fla 
Tampa, Fla 
Washington, D.C 
Wilmington, Del 


E.S. CENTRAL 
Birmingham, Ala 
Chattanooga, Tenn 
Knoxville, Tenn 
Lexington, Ky 
Memphis, Tenn 
Mobile, Ala 
Montgomery, Ala 
Nashville, Tenn 


W.S. CENTRAL 
Austin, Tex 
Baton Rouge, La 
Corpus Christi, Tex 
Dallas, Tex 

El Paso, Tex 

Ft. Worth, Tex 
Houston, Tex 
Little Rock, Ark 
New Orleans, La 
San Antonio, Tex 
Shreveport, La 
Tulsa, Okla 


MOUNTAIN 
Albuquerque, N.M 
Boise, Idaho 

Colo. Springs, Colo 
Denver, Colo 

Las Vegas, Nev. 
Ogden, Utah 
Phoenix, Ariz 
Pueblo, Colo. 

Salt Lake City, Utah 
Tucson, Ariz 


PACIFIC 

Berkeley, Calif 
Fresno, Calif 
Glendale, Calif 
Honolulu, Hawaii 
Long Beach, Calif 
Los Angeles, Calif 
Pasadena, Calif 
Portland, Ore 
Sacramento, Calif 
San Diego, Calif. 
San Francisco, Calif 
San Jose, Calif. 
Santa Cruz, Calif 
Seattle, Wash. 
Spokane, Wash 
Tacoma, Wash 
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U: Unavailabie -. NO reported cases 

*Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of 100,000 or 
more. A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 
included 

Pneumonia and influenza. 

‘Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete 
counts will be available in 4 to 6 weeks 

Total includes unknown ages. 
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